INTRODUCTION {#sec1-1}
============

Bowel obstruction is a common surgical emergency. However, at times, unusual cases of bowel obstruction such as abdominal cocoon (AC) may be encountered. In this condition, the small bowel is partially or totally encased by a thick fibrocollagenous membrane which gives a cocoon-like appearance. Its clinical features are nonspecific; therefore, AC is not often suspected preoperatively.\[[@ref1]\] Herein, we report a case of intestinal obstruction secondary to AC and its laparoscopic management.

CASE REPORT {#sec1-2}
===========

A 29-year-old man was admitted to our emergency surgery unit with a 2-day history of recurrent bilious vomiting, colicy abdominal pain and distension. He had no significant medical history.

The patient\'s vital signs were normal. The abdomen was distended, with increased bowel sounds, but no tenderness or mass were noted. Routine laboratory blood analysis was within normal limits. A plain upright abdominal radiograph showed air-fluid levels in the upper quadrants. Abdominal ultrasonography suggested mechanical obstruction. A computed tomography (CT) scan demonstrated the small bowel loops clustered to the left of the abdomen within a sac-like structure \[[Figure 1](#F1){ref-type="fig"}\]. A decision for laparoscopic management was taken on the basis of these clinical and radiological findings.

![Mid-abdominal transaxial CT scan (a) shows the encasement of small bowel loops within a sac (arrows) resulting in bowel obstruction. Coronal CT scan (b) reveals the markedly distended pre-obstructive jejunal loops (upper arrowhead) and post-obstructive distal small bowel collapse (lower arrowhead)](JMAS-7-184-g001){#F1}

The operation was performed using five trocars with Hasson\'s technique. At laparoscopy, the small bowel loops were seen dilated in the proximal part of the jejunum to a distance of approximately 40 cm from the duodenojejunal flexure. Beyond this point, the rest of the jejunal loops and the proximal ileum were conglomerated within a whitish fibrous sac. The other organs including the distal ileal loops were normal. Following extensive adhesiolysis using endoscissors and endograspers, the entire entrapped small bowel was freed from the sac \[[Figure 2](#F2){ref-type="fig"}\] and the sac was excised. There was a dense adhesion band in the proximal jejunum which caused the obstruction. Following the lysis of this band, the obstructed jejunal loops were relieved without bowel resection. The loops within the cocoon were also adhered to each other by thin flimsy adhesions which could be separated easily. Following thorough peritoneal cleansing, the operation was terminated with no intraoperative complications.

![Laparoscopic dissection of the dense fibrocollagenous sac](JMAS-7-184-g002){#F2}

Histopathologic examination of the sac showed proliferation of fibroconnective tissue with nonspecific inflammatory reaction. Cytologic studies and cultures of the ascitic fluid were negative for malignant cells and bacteria, respectively. Following an uneventful recovery, the patient was discharged home on the fourth postoperative day. During a six-month postoperative period, he showed no obstructive symptoms.

DISCUSSION {#sec1-3}
==========

AC, also known as idiopathic encapsulating peritonitis, was first described and named by Foo *et al*. in 1978.\[[@ref2]\] A number of factors have been proposed for the aetiopathogenesis of this condition. These include previous abdominal surgery, tuberculosis and certain medicines (e.g., practolol).\[[@ref1][@ref3]\] However, at present, there is no objective evidence to substantiate the aetiology and pathogenesis of this rare entity. We do not think our patient\'s condition was due to any of the aforementioned factors and the absence of mesothelial cells on our histopathologic examination was inconsistent with a diagnosis of congenital dysplasia.

Clinically, patients with AC present with symptoms of acute or subacute small bowel obstruction with or without multiple episodes that could sometimes resolve spontaneously. The preoperative diagnosis might be manifested with nonspecific imaging findings. Compared with other imaging techniques, CT can give a more complete picture of this entity as well as any associated complications and may help to exclude other causes of small bowel obstruction.\[[@ref3]\]

In the presence of bowel obstruction, surgery is warranted and the diagnosis is usually made on surgical exploration.\[[@ref3]\] Careful dissection of the sac with extensive adhesiolysis is the treatment of choice which results in complete recovery. Laparotomy has been the procedure of choice in the majority of the reported AC cases, whereas laparoscopy appears to be a rarely preferred approach.\[[@ref4][@ref5]\] Indeed, laparoscopy needs surgical expertise in order to avoid the risk of bowel injury.\[[@ref4]\] It is also noteworthy that early postoperative small bowel obstruction is a potential complication of extensive adhesiolysis. Therefore, special intraoperative care including gentle tissue dissection, careful haemostasis and thorough peritoneal cleansing should be taken.

The long-term prognosis of AC after lysis of adhesions is usually excellent.\[[@ref4]\] In our case, laparoscopy was a useful tool both for the definitive diagnosis and the treatment of this condition, leading to a favourable postoperative outcome.
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